MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =62~-031670

PUB
N DEPARTMENT OF o LI: EALTH AND WELFAIII: - Dreicr o N I‘l l STATE FILE NUMBER
PO NOT WRITE AMENDED g ftﬂ?ﬂl nmal 3__ _Pr:mury egittration Distriet Ne. ar’s No. o
ON THIS STUB
1. PLACE OF DEATH l 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY . STATI b, COUNTY admissl
VS 300 o Lewis > SATi sgourd Lewis misslon)
Rev. 4/59 % b. Cé'l"!‘! {If outside corporate limits, giva TOWNSHIP only) Length of stay in 1b <. C(LTRY Inside Limits
i
= TOWN Reddish 28 monthg| wN(Cgnton Yer X No D)
' ]f) géo < ¢, FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET (1f ocutside, give location) Resida on Farm
———— E HOSP[EL R - ADDRESS
20 S -], |5 Pewiivbe View Rest Home Yes [ Nolfl 50% Nesmith Yer O No X
. aill P
3 3. NAME OF DECEASED Firat Middle Last 4. DATE Manth Day Yoor
{Type or print)
p James Edward Doyle pEATH August 22,1962
o 8. SEX &. COLOR OR RACE 7. Married [ Never Married [J |8. DATE OF BIRTH 9. AGE (last birthday} | IF UNDER 1 YEAR | IF UNDER 24 HR
Wid d Di d Months Days Hours Min.
s 3 Male White idowed 0] il ot , 31,1681 80 I
10a. USUAL OCCUPATION (Give kind of work done | 10h. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& durl ogt of working life, even if retired)
2 ‘Hatten-tateed earl Button Facthry.Canton,Mo. UsA
7 o 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
ol
2 James E. Doyle Mary Agnes Murphy Unknown
. 8 2. w3 15. WAS DECEASED EVER [N U.5. ARMED FORCES? 16. SQOCIAL SECURITY NO. 17. INFORMANY Address
< (Yes, ng, or unknown) |{If yes, give war or datas of ser
942 00 |u [ | A | Fred Raines,Canton,Mo.
-] = 18. CAUSE OF DEATH {Enter only one cause par ling INTERVAL BETWEEN
10 < E PART {. DEATH WAS CAUSED 8Y: - ONSET AND DEATH
2 o z IMMEDIATE CAUSE (8) Carlernory W%_, ] Mowr.
11 o 2
| W C :
]23‘ - o g Q Conditions, if any, DUE TO {b) — L.
é;» -)\ v ,_"5 which gave rize to
—— 2|2 shove cause [a),
13 ':‘_: - stating the under-
‘ .—‘2 lying couse last. DUE TO (c}
————-—-——g z PART |I. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART IH. 1f deceased was female was
g dissase condipign given in PART 1 (a) there a pregnancy in last 90 days,
g § '.h 'DYesIDNoJDUnknnwn
g E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE H IC1DE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or FART 1 of item 18.}
b & PERFORMED? O a (W
= o YES ] NO @[
w y
20c. TIME OF Hour Month, Day, Year
Zz § g INJURY am,
4 8 2 P,
_z,, @ 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK ] farm, factory, sireet, office bldg., etc.)
6 NOT WHILE AT WORK O
o o a
o .
5 o '# é 21, | attended the deceased from_#-\’ ’ qb ’Q_Z‘LAq—AL‘"d last “w‘ll:i'm'llve on. 20 ”“‘l £z
@ s [ Death oecurred st O m an the date stated above, and to the best of my knowledge, from the couses stated.
w )
v i 2 u toegree or fitle) 22b. ADDRESS 22c. DATE SIGNED
D o o (o] Q
S <l I 5 | & W W _cels O . bl & pzd.u..,_ /W 2ZIMepl 2
-‘~‘>( 23a. '- l, CREMA"ON, 23b. DATE - 23C NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) [State]
n 5 h
2 £ 8-24-1962 Forest Grove Ceme. Canton,Lewis Co. Mo.
= < ERAL CICR 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S SIGNATURE
SHRNC J// P-27-t & | 1pa
= 0 - -
. 4| d
‘s Stat 1t on Reverse Side)




. \
A _ STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by N Student Embélmer No.

working under my personal supervision.

Student Signe /

Signature of Student Embalmer

Licensed Embalmer Ng. é

P. O. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in h|5 OWN HANDWRITING (Failure to comply

with the above constitutes grounds for revocation of license). 2 Lo .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng : MEE -
If this body is not embalmed, fact should be so stated above. o R




